The authors summarize the best data that currently exists in the literature regarding oncologic outcomes and complication rates for prophylactic central compartment neck dissection (CCND) in patients with clinically node-negative papillary thyroid cancer. The real value of this article is the analysis of the collective data from multiple studies. What remains controversial is how to interpret these data.
Interpretation of the data is dependent on the weight given to the risks and benefits of prophylactic CCND. The authors have documented a more than twofold higher risk of permanent hypoparathyroidism associated with total thyroidectomy and CCND compared with total thyroidectomy alone for clinically node-negative papillary thyroid cancer without any difference in locoregional recurrence. 1 Based on the authors' interpretation of the data, they suggest that the benefits of prophylactic CCND for clinically node-negative papillary thyroid cancer is primarily to detect occult lymph node metastases, which may change the postoperative management with regard to radioactive iodine administration.
The authors point out that in some studies, the demonstration of microscopic lymph node metastases resulted in higher rates of radioactive iodine administration and higher doses of radioactive iodine. 1 However, high-level evidence to support the more aggressive use of radioactive iodine based on the results of prophylactic CCND is lacking. The efficacy of radioiodine for the treatment of lymph node micrometastases also remains unclear. What the authors do not consider is that prophylactic CCND may lead to the unnecessary administration of radioiodine in higher doses without apparent benefit and with the potential for radioiodine-induced morbidity.
In a review of the literature, Sawka and colleagues could not demonstrate a consistent significant benefit for iodine-131 ablation in reducing recurrence or cause-specific mortality in early-stage papillary thyroid cancer. 2 Furthermore, Hay and colleagues did not observe a significant reduction in recurrence at 20-year follow-up in patients with papillary thyroid cancer who had a MACIS score of \ 6 who were treated with radioiodine remnant ablation, regardless of their lymph node status at presentation. 3, 4 In a prospective study using propensity analysis for the evaluation of outcomes, published by the National Thyroid Cancer Treatment Cooperative Study Group, no significant benefit in overall survival, disease-specific survival, and disease-free survival was observed in patients with stage I papillary thyroid cancer who underwent radioiodine remnant ablation, although their mean follow-up was only 3 years. 5 Nixon and colleagues from Memorial SloanKettering reported that following total thyroidectomy, the majority of patients with low-risk disease, and certain patients with advanced-stage disease (T3 tumors) or regional metastases, have low rates of recurrence and high survival rates without radioiodine ablation. 6 It is important to emphasize that at least 80% of patients with papillary thyroid cancer have low-risk disease. It is also important to recognize that approximately 25% of papillary thyroid cancers do not concentrate radioiodine and the lack of iodine uptake increases with age. 7 Furthermore, radioiodine is associated with potential morbidity, including salivary gland dysfunction, which can cause chronic dry mouth and throat, increased dental caries and loss of teeth, and recurrent sialadenitis. It can also cause ageusia (loss of taste), lacrimal gland dysfunction and nasolacrimal outflow obstruction, leukopenia, decreased sperm counts in men and ovarian dysfunction and menstrual irregularities in women, dysphagia, and second malignancies. 8, 9 It is also associated with increased financial cost. Currently, the only established indications for postoperative radioiodine for papillary thyroid cancer are the presence of systemic metastases, extrathyroidal extension, and tumors [ 4 cm. 10 In summary, based on the collective data that Dr. Hughes and colleagues have summarized, prophylactic CCND does not reduce locoregional recurrence and is associated with a twofold increase in permanent hypoparathyroidism. It may have a role in helping select patients for radioiodine administration, but the current strength of the evidence to support this is expert opinion only and there are many experts who have shown no such benefit. It is important to recognize that there are inadequate and conflicting data to make definitive recommendations regarding radioiodine administration. Based on my interpretation of the data, the risks of prophylactic CCND outweigh the potential benefits. In my opinion, CCND should be limited to patients with macroscopic lymph node metastases.
